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The operation of lateral approximation frequently re-quires a secondary operation, but not always. Dr. Joseph
Price, of Philadelphia, has operated in one case which did
not require a second operation, and there are two or three
others who have done the same. Another objection to lateral
approximation with this method is that the button might
appear on the proximal side, that is, instead of falling into
the distal portion of the intestine, it will fall into theproximal portion, the distal portion having been con-
tracted before obstruction ; but if the precaution be taken
on the third or fourth day after the operation, to compress
the fistula so as not to permit the escape of the contents of
the intestinal canal through, the current will pass out through
the opening in the side of the button, and the button will
not appear in the fistula but pass on into the intestine. I
saw an article recently in the Annals of Surgery, reporting a
case of this kind, in which the doctor stated that on removing
the button through the fistula, he tore the adhesions that
had formed at the site of approximation. The report differs
very materially from one which I received from the interne
who made the autopsy after the death of the patient. The
interne told me that the intestine was torn loose from the
abdominal wall in extracting the button, and not at the seat
of approximation. The doctor who reported the case musthave misunderstood the post-mortem report which he had
received or had forgotten it. It makes a very great differ-
ence in these cases, for it is an unsurgical procedure to ex-
tract a button of the size of No. 3 through a fistulous open-ing in the intestine. Dr. Davis tells us that at the second
operation there was but slight adhesion ; that the adhesion
of the bowel to the abdominal wall was not firm. When we
are resorting to lateral approximation, one of the precau-
tions to be taken is not to make much traction on the intes-
tine. If this is done we will tear it loose from the abdominal
wall and leakage will occur.
Another difficulty encountered in lateral approximation
is that we can not always tell when we have the right coil.(Dr. Murphy demonstrated the importance of this point byillustrations.) With reference to the mortality following
end-to-end approximation for strangulated hernia, where wehave a gangrenous condition and all the tissues are infected,
we must expect it to be large. If we have a hernia that has
existed for a long time with all the tissues infiltrated, I
think the position taken by the Doctor, of resorting to lateral
approximation is the proper one ; but if we have the gan-
grenous non-perforative condition, mentioned by the Doctor,I believe the end-to-end operation is preferable.
NEPHRECTOMY FOR TUBERCULAR AND
SURGICAL KIDNEYS.
Read before the Chicago Pathological Society, Feb. 11, 1895.
BY J. B. MURPHY, M.D.
CHICAGO.
The following is a clinical history of the casesfrom which I secured the kidneys I here present for
your examination:
Case 1.\p=m-\Mrs. P., age 32, of Dixon, Ill., came under
my observation May, 1888. Had complained for thelast three months of pressure and pain on the right
side just below the margin of the ribs. The pain was
of a somewhat intermittent character, at times
severe and at times entirely absent, but a sense of in-
creasing pressure on the right side caused the patientto consult a physician. Examination of heart andlungs negative, patient emaciated, abdominal wallsdrawn in. On the right side a movable tumor the
size of a man's fist could be detected at the position
of the right kidney. It was somewhat irregular and
very sensitive to pressure. It moved up and down
about one inch with respiration. The fingers could
not be pressed in above its margin, between it andthe liver. The urine showed pus in considerablequantity, a few blood corpuscles, and no renal epithe-lium; specific gravity 1018; quantity in twenty-four hours, forty-one ounces. The lower end of the
left kidney could be felt between the hands, was not
enlarged and was slightly movable. The pressure on
the side continued during the succeeding week.
Urination became more frequent and slightly pain-
ful. Temperature in the evening 101, on an average.
There was at all times an absence of a history of renal
colic. Diagnosis : pyelonephritis. Operation, Septem-ber 1888, lumbar incision; pelvis exposed, kidney
opened and drained ; contained pus, but no stone. I
could not succeed in passing a catheter down the ureter.
Pus disappeared from the urine for a time, and the pa-
tient improved. The tumor diminished in size. After
a time the drainage was dispensed with, but the pa-
tient was attacked with chills and fever, and the
drain had to be re-inserted. Notwithstanding the
thorough drainage, every three or four weeks the pa-
tient would have an attack of fever. During the at-
tack she emaciated rapidly, and the pus in the urineincreased in quantity. The discharge through the
tube was offensive. She wore an elastic urinal over
the tube. About half a pint accumulated in twenty-
four hours, consisting of pus and urine. This was
kept up until October, 1894, six years, when
the patient finally consented to have the
kidney removed. Quantity of urine passed daily,
through the bladder before operation, thirty-two
ounces, containing considerable pus ; urination every
hour, day and night. The patient had a chill the
second day before operation ; temperature 105, pulse
134. She had become addicted to morphin. Opera-
tion Oct. 19, 1894. A posterior incision around the
sinus was made, and liberation of the urinary fistuladown to the perirenal adipose tissue effected ; then an
anterior incision along the right linea semilunaris into
the peritoneal cavity. Cecum and colon were then dis-
placed to the right. An incision five inches long in
the posterior peritoneum exposed a large indurated
mass extending from the lower margin of the liver to
the brim of the pelvis, and from the median line to
the spinous process of the ilium. The posterior peri-
toneum was peeled off, drawn forward and sutured to
the anterior peritoneal layer, thus shutting off the peri-
toneal cavity from the field of operation. The pro-
cess of enucleation was then begun, first on the outer
side until the fistula was reached and the adhesion
separated, then the upper margin separating it from
the liver and gall bladder. Great difficulty was ex-perienced in removing it from the iliac vessels. The
tumor was then drawn forward in the wound, the
ureter separated and cut off. The induration con-
tinued beyond, and embraced the abdominal aorta
and vena cava. Twice I had my finger around them,
believing they were adhesions. Avery careful dissec-
tion was then made between the margin of the kid-
ney and the vessels on the right side; the renal ves-
sels secured and ligated ; remaining adhesions sepa-
rated and the kidney taken out. The ureter was fast-
ened in the lower angle of the wound; the upper
angle was packed with gauze, and a small anteriordrain of gauze close to the ureter. Gauze drains were
used, and the ends retained in the wound.
It was the most difficult operation I had ever per-formed ; and I am confident if I had endeavored to
remove the kidney through the posterior incision, I
should have torn either the iliac or abdominal ves-
sels or both.
The patient's convalescence was uneventful. The
morphin was cut off at once, and on the third day
the patient jumped out of bed and quarreled with
the nurse for morphin. Still it had no untoward effect
on her. The pus- has entirely disappeared from
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the urine. The average daily quantity is forty-
seven ounces. At the time of operation patient
weighed 91 pounds ; she weighs now 128 pounds.
Pathologic condition of kidney: the cortex had
almost entirely disappeared; here and there a small
nodule of secretory tissue remained. The mass
looked like a thick-walled multilocular cyst; some of
the pockets had only small openings accounting for
the retention symptoms. The ureter was pervious,
but its mucosa very much thickened. The micro-
scopic appearances will be described by Dr. LeCount.
The gross appearances were those of a pyelitis with
retention.
Case 2.—Mrs.C. applied to me for treatment June,
1894. She had previously suffered from a pleuritis
with effusion, which had disappeared; had enlarged
glands of the neck, and a family history of tubercu-
losis. Complained of frequent urination followed
by severe pain; quantity of urine passed in twenty-
four hours, thirty-four ounces. It contained blood,
pus, and tubercle bacilli. An enlarged, slightly
movable nodular kidney could be felt on the right
side. Examination of bladder, Kelly method, showed
a tubercular ulcer around the right ureter and indu-
ration of ureter also present. Urine from that ure-
ter contained a large quantity of pus; urine from
left ureter normal. Diagnosis: tuberculosis of the
right kidney and ureter, with tubercular ulcer of the
bladder. Patient was suffering so intensely that it
was decided to remove the right kidney and ureter.
This was done with an incision similar to former
case, in the right linea semilunaris. The kidney was
much enlarged, sacculated, still readily enucleated;
vessel ligated, ligatures cut short. The ureter was
much thickened and removed to below the margin
of the pelvis, was ligated, and a strand of gauze
brought from the ureter out of the lower angle
of the wound; wound closed with posterior and
anterior gauze drain; forty-eight hours drainage;
removed, with result of complete primary union.
Patient's bladder symptoms subsided, a very
small quantity of pus being found in the urine; she
left the hospital three weeks after the operation.
Two weeks after leaving the hospital the tenesmus
set in anew. The pus increased in the urine; the
bladder symptoms increased rapidly in severity until
complete control of the sphincter was lost. Theposition in the wound where the ureter was
sewed, reopened. Bacilli were present in the
urine. The patient's condition became worse.
She died Jan. 10, 1895, with symptoms of uremia,
dropsy, and tuberculosis of bladder.
Pathologic condition of kidney: kidney reduced
to a tubercular sac; all resemblance to a kidney
gone; made very fine sections. The cortex was re-duced to a granulation tissue sac, caseous inside.
Here and there, evidences of tubules with regenerated
lining cells, only obliterated glomeruli, the so-called
fibroid glomeruli on the outer portion seen. The
ureter was not so much attacked by the tubercular
process. The muscular walls were in fair condition.
The lining was gone and the ureter filled with caseous
and necrotic dSbris.
The anterior incision made in these cases, I con-
sider of very great importance, as it exposes the
field of operation perfectly, and all tissues can be
recognized and relations kept well in view. The
only advantages which a posterior or lumbar inci-
sion has over an anterior are: 1, the peritoneum is
not opened; 2, drainage. The method I used, of
suturing the posterior parietal peritoneum to the
anterior, before extirpating the kidney, practically
closes the peritoneum and makes the operation
extra-peritoneal. I believe there is very little more,if any, danger with this method than by the lumbar
incision. The posterior drainage is very easy to
make after the operation is complete. The removal
of an enlarged and adherent kidney from a fat sub-ject through the lumbar incision is a very difficult
and trying operation.
DISCUSSION.
Dr. E. R. Lb Count exhibited the specimens in connection
with Dr. Murphy's paper, and made the following remarks:
" The specimen from the first case shows the ordinary con-
dition found in pyelonephritis, and at first I was inclined to
think it was tubercular, but on examining the capsule and
the trabecular which divided off the cavities, I find it is not.
The condition of the tissue is much more firm than that
usually found in tubercular pyelonephritis, although on the
whole, there is not a great deal of difference between thekidney in the first case and that from the second one, which
is a tubercular pyelonephritis. There is this difference in
the second case, that the formation of connective tissue in
the capsule is not as extensive, and the connective tissue
trabecule which run down toward the pelvis are not as ex-
tensive either. Within the cavity of the pelvis we notice
various sacculations, and the dilated calices are lined by
well-marked necrotic membrane which is visible even at
present."
A CASE OF BILIARY OBSTRUCTION BY A CAL-
CULUS, WITH INTERMITTENT PYREXIA.
Read before the Chicago Pathological Society, Feb. 11,1895.
BY ELIZA H. ROOT, M.D.
CHICAGO.
Mrs. M., aged 50, married thirteen years, the
mother of five children, all healthy, the youngest
being 7 years of age. She entered the Chicago Hos-
pital for Women and Children Nov. 4, 1894. Prev-
ious history; the following history was kindly fur-
nished by Dr. C. D. Collins: the patient was healthy
before marriage, a few months after which she had
her first attack of chills and fever. Some months
later her first child was born, and during the follow-
ing year she was quite well. Then the second attack
occurred. From then on, she had repeated attacks
at irregular intervals and lasting varying lengths of
time. These attacks were characterized by chill,
fever and sweat, followed by great prostration. Soon
after the birth of her youngest child, an attack oc-
curred after which she never wholly recovered, but
has failed in health and suffered from recurrences of
the group of symptoms. She was habitually consti-
pated, the feces clay-colored. During the last three
years there has been no albumin found in the urine.
She was better when upon vegetable diet. There is no
history of syphilis. There was not much pain until
recently, when it was severe at times. Condition on
entering hospital: patient was much emaciated, skin
and sclerotics deeply yellow. Coughs a good deal and
suffers from dyspnea. Temperature, 99.8 degrees;
pulse, 100; respiration, 36. The liver was greatly
enlarged, the right lobe extending to the crest of the
ileum, the left lobe filling the epigastrium and ex-
tending into the left hypochondriac region.
The patient was in the hospital one week. The urine
was acid ; specific gravity, 1010, bile stained in color,
and contained no albumin. The pulse was irregular,
ranging from 80 to 120. The temperature was from
99.8 to 101 degrees F. The respiration varied from 30
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